SINCE the first clinical study of movable kidney by Baillie in 1825 the general opinion has been that movable kidney must be looked upon as a mechanical problem finding pathological expression in a kinking of the ureter, a torsion of the kidney or a pressure upon the adjacent organs, with all the well-known sequelh resulting from such states. The perfection of urological methods of examination and the evergrowing recognition of the necessity to consider and elucidate existing pathological symptoms and physical signs from the point of view of a disturbed physiological function, has taught us, however, that the mechanical theory of movable kidney can only be, accepted in part explanation of the disorders connected with it, and that quite a number of disturbances must be differently interpreted. This fact admitted, it seems to me that the clinical significance of movable kidney deserves the chief interest in this item.
SINCE the first clinical study of movable kidney by Baillie in 1825 the general opinion has been that movable kidney must be looked upon as a mechanical problem finding pathological expression in a kinking of the ureter, a torsion of the kidney or a pressure upon the adjacent organs, with all the well-known sequelh resulting from such states. The perfection of urological methods of examination and the evergrowing recognition of the necessity to consider and elucidate existing pathological symptoms and physical signs from the point of view of a disturbed physiological function, has taught us, however, that the mechanical theory of movable kidney can only be, accepted in part explanation of the disorders connected with it, and that quite a number of disturbances must be differently interpreted. This fact admitted, it seems to me that the clinical significance of movable kidney deserves the chief interest in this item.
It is generally supposed that the diagnosis of movable kidney is easy; but my experience is that it can be one of the most difficult; and T think I am not far wrong in stating that many of the cases of movable kidney are not recognized at all for a long period, during which time they are treated on a wrong diagnostic basis. To illustrate this let me mention that amongst the fifty-eight cases operated on by me, six were previously treated during a period of from one to three years for appendicitis, seven during a period of from two to five years for gall-bladder disease, two during six years for gastric ulcer. Four were operated on for appendicitis before coming under my observation, in two laparotomy was performed for cholecystitis where only adhesions in the gall-bladder region were found and dissected free, the patients in all these six cases finding no relief from their suffering. Most of the others were -sent to the clinic for observation for obscure disturbance. Fifteen cases were directed to me and operated on by myself upon a wrong diagnosis, movable kidney being recognized only during operation.
To my mind the reason of such errors in diagnosis is due to the fact that very often in cases of obscure internal disorders the attention is only drawn to a nephroptosis when all the other possible diseases have, after a thorough examination, been excluded. Another reason for this observation seems to me that the undue mobility of the kidney does not always, as accepted, associate with the asthenic constitutional type of the patient, who can show good muscular development and tonus and a large fatty layer in the parieties. In such cases the abdominal palpation of a relaxed kidney is often almost impossible. Still, to my mind, the greatest difficulty in obtaining the right diagnosis lies in the fact that movable kidney does not produce such a regular and typical clinical picture of characteristic symptoms and physical signs, as to be pathognomonic of this disturbance, and further, that the degree of ,displacement is by no means always in aeccordance with the severity of these disorders. We all know that sometimes in a much displaced and movable organ there are no symptoms whatever, whereas in other cases, where the kidney is detected only just below the edge of the ribs, we find a most marked, severe complex of general and local symptoms, which Potel and Cordier named "Cachexie nephroptosique." Apart from these extremes, a great variety of symptoms can be present. In my experience the majority of cases adopt the symptomatology of a distinct abdominal disease, while renal symptoms-are absent or insignificant. Therefrom results the erroneous diagnosis of gastric or duodenal ulcer, of gall-bladder DIEC,-UROL. 1 inflammation and gall-stone attacks, of common-duct obstructions, of appendicitis and colitis. A very impressive example of this kind was a case of mine, wben a famous physician asked me to operate upon his daughter, whom he had unsuccessfully treated for years for appendicitis and gall-stone attacks with occasio'nal jaundice. Absolute lack of appetite, marked emaciation, jaundice, though not very intense, pains in the gall-bladder and appendix region, and bile-stained urine were the symptoms, when the patient came to me. The operation evidenced no disease whatever of the .gall-bladder, or any other disease of the abdominal cavity. Only further exploration made it clear that the reason of the troubles must have been the right kidney, which could be felt displaced downwards behind the ascending colon, After nephropexy had been performed-it is now.three years ago-the patient kept in excellent health without recurrence of any of the previous troubles and gained in weight about 20 kg. A case like this, in which in addition to my own observation we have also those of the patient's father, who did not previously acknowledge nephropexy as treatment of nephroptosis, may serve as a characteristic example of the occasional difficulty of the diagnosis and of the part which must be attributed to movable kidney in severe troubles. Similar histories of unrevealed mobility of the kidney can be traced in many other of my cases.
With regard to the coincidence of symptoms of abdominal disease with a state of movable kidney, the question must be put, whether such an abdominal disease is not present in a certain number of cases and responsible for the respective symptoms. As this has been found to be the case, the further question arises, whether movable kidney is concerned with the genesis of that disease. If no disease is detected, and yet its symptoms are present, we must ask ourselves if, and how, movable kidney can be responsible for these symptoms. I shall try to answer the latter question first. In doing so I must admit that I am moving on a ground still somewhat hypothetical, where many questions remain controversial and have not yet been settled with any certainty by sufficiently proved physiological investigations; on the other hand, so much experience has already been gained along this line by experimental physiology, and so many respective clinical facts collected, that we can take them as our basis without risking the reproach of making hypotheses into practical questions. I have in mind the vast field of functional disorders evoked by derangements of the involuntary-nervous system, in which so much useful work has already been done by Head, Mackenzie, Langley, Gaskell, Bayliss and Starling, v. Bergmann, Westphal, Fraser, Pribram, Steindl and many others. Of the well-known facts in this respect I shall first consider the viscero-sensory and the viscero-motor reflex. As is known, in all organs supplied by the sympathetic system, in cases of disease, sensory impulses can be conveyed to certain regions of the spinal system and can produce sensations of spontaneous pain, hyperaesthesia towards tactile stimuli and persistent spasmodic contraction of striated muscles, This phenomenon, which has gained considerable value in diagnostic evidence of organic diseases, is effected through the stimulation of afferent sympathetic fibres, and is transmitted over the rami communicantes to the corresponding segments of the spinal cord, in which they produce irritation of ganglionic sensory and motor cells, being connected with peripheral regions. The viscero-motor reflex is most commonly found in the acute processes in the abdominal cavity. The viscero-sensory reflexes occur in gall-bladder diseases, stone irritation in the common duct, in gastric and duodenal ulcer, in appendicitis, in renal affections and so on, producing various hyperalgesic areas. which, in the sense of Head's area in the labyrinth, produces disturbances of the equilibrium. Of much greater importance in answering the question, how to understand in the presence of movable kidney, the symptoms of a presumed but unreal disease of abdominal organs, is the work of v. Bergmann and his pupil Westphal on viscero-. visceral reflex, interacting between all organs supplied with unstriated muscles. If such a viscero-visceral reflex becomes abnormally stimulated by some mechanical or pathological factor, the functional. equilibrium between the motor and irnhibitory action of the parasympathetic and the sympathetic can be disturbed in that sense, that one of this group receives a reinforced or weakened impulse, resulting consequently in a hyperor hypotonus of the organ muscle concerned. The viscerovisceral reflex can start and end in any organ controlled by the involuntary system. Most prevalent seems to be the effect of hypertonus, appearing as spasm of a transient or more persistent nature. This has been demonstrated in its most simple and frequent form through X-ray examination as pylorospasm, regional or total gastro-spasm in connexion with gastric or duodenal ulcer, appendicitis, salpingitis or gall-bladder disease as source of origin of the viscero-visceral reflex.
Further observations of the effects of such pathological stimuli transmitted by viscero-visceral reflex are those of the reflexly impaired outflow of the bile by a, spasmodic contraction of the sphincter papillk and the lower end of the common duct, as occasionally takes place in any abdominal disease. The same is the case with constipation accompanying so many diseases, in which reflex action can be shown in the rather regular X-ray picture, which reveals dilatation of cncum, ascending colon, hepatic flexure and of the beginning of the transverse colon,, while the distal part shows marked spastic contraction.
But not only diseases must be regarded as an origin of a pathological viscerovisceral reflex; even simple mechanical irritation seems to be enough to produce an abnormal remote reflex passing to unstriated muscles as a pulling or dragging action on the organ wall. Let me mention only the functional disorders of the stomach in gastroptosis, those of stomach and large intestine when the omentum is fixed low down as in hernia. Frazer noticed them in a movable cmcum. Remember further the serious functional derangements of different organs, when you find at the operation only bands and membranes causing adhesions. Also foreign bodies such as bullets or shell splinters may be responsible for violent persistent spasm (Klapp, Pribram).
Besides these mechanical; agencies, I must finally mention the known fact of psychical factors conveying spastic reflexes to abdominal organs and vice versa, the fact that peripheral disease may highly affect psychical centres. I bave thus collected some clinical facts, which show the rather constant appearance of spasm effected by a viscero-visceral reflex. Yet we do niot know why this spasm is not present in any case of a visible cause of it, why in onecase it is transient, of short duration, in others persistent for a comparatively long time.
Knowing the close relationship of the involuntary nervous system to the glands of internal secretion, we must think ofendocrinal influences upon the whole organism in the sense of perhaps a greater readiness to respond to stimuli, or of the ibftluence of certain glands upon the particular group of the parasympathetic. Also hormonic influence may be of a certain importance. In any case this side of the jproblem is still very obscure. Equally uncertain are the paths by which these reflexes -are transferred. In cases where the reflex acts on the muscular coat of thesame ,organ, the disease of which gives rise to the reflex, explanation seems easy, the reflex mechanism seeming to take place entirely in the myenteric plexus of the organ wall.
The matter is more complicated if we are to suppose a remote reflex action.
It was assumed that there might be perhaps a reflex centre in the celiac ganglion, or that the way of the reflex might lead over the higher centres in the medulla oblongata. Should this be so, we must conclude that reflex action can also be infltienced by any disorders put on the way the reflex is converged upon. Very interesting observations on this point have been published.
In cases of violent spasm in the enteric system Exner and Jaeger described in the coeliac ganglion thickening of the connective tissue, Koennecke, inflammatory changes, Prader a metastasis of carcinoma. Steindl noticed in the post-mortem on a case of enterospasm, perivascular infiltration and forming of glioma tissue in thc dorsal nucleus of the vagus and the substantia reticularis, Porges in a case of persistent pylorospasm a carcinoma in the cerebellum, spreading to the dorsal nucleus of the vagus, Schille saw in duodenal spasm a glioma of the size of a pea on the fourth ventricle in the vicinity of the vagus nucleus. These observations must be considered very valuable in the further study of these reflexes. I think I have given a plausible explanation of the frequent observation of spasm occurring in many parts of the alimentary canal, caused by reflex impulses originating from different sources of disease and disorders in the abdominal cavity.
If we now ask what is the direct effect of the spasm upon the organs concerned, we can distinguish two different effects-stasis and pain. As to stasis, we know its possible effect upon delayed emptying of stomach contents for many hours above the normal time, caused by mere pylorospasm or by organic narrowing associated with pylorospasm. This can lead to the formation of gastric ulcer if we rely upon the theory, stating that through spasm local ischaomia is produced on which stomach secretion acts. Spasm of the sphincter Oddi impairs the outflow of bile, causes jaundice and disposes to infection and stone formation. Spastic contraction of the cmcum or any part of the colon leads to abnormal retention of fecal masses in the bowel, ta inflammation of the mucous membrane of the colon, cocum and appendix, and so to toxtemia (Lane).
These observations show the significance of spasm as an etiological moment of disease genesis, which, once developed, can form a vicious circle in maintaining spasm and can explain that so often after removal of the primary lesion, the troubles remain. Consider only the unsuccessful operations for appendicitis! The pain connected with spasm arises in various ways; according to Leriche it may result from the pressure of muscular fibres on sympathetic nerve tissue, the stimulus being transferred through assumed centripetal nerve fibres to the sensorium and there being felt as a cramp-or the pain, according to Propping and Leriche, starts under the influence of an exaggerated hypertonic action of the organ-wall, which exercises a mechanical pull on the involuntary nerve-plexus around the vessels leading to these organs. Such pain is generally of an indistinct violent colic character, shooting to different distant parts.
These remarks about functional disorders of abdominal organs may seem not to be connected with the subject before us, and yet what I have said is the essential basis and the key for understanding the occurrence of so many functional derangements of local and general nature and of real diseases met with in movable kidney. For the kidney is as much dependent upon the involuntary system as are the abdominal organs; therefore it would be difficult not to see why principal conclusions as regard reflex interaction between different organs through the medium of the involuntary nervous system, drawn from observations on abdominal organs, should not be applied also to the kidney. Hence, kidney disorders, and amongst them movable kidney, must be considered as well, as a possible source of originating a viscerovisceral reflex to the kidney itself and to remote organs. Let us consider from this point of view the various pathological conditions in movable kidney itself. There is first the dilatation of the pelvis of the kidney to degrees ranging from simple and hardly noticeable pyeloectasia to very pronounced hydronephrosis. The general opinion is that the displacement of the kidney gives rise to a kinking of the ureter around its normal points of fixation or around some aberrant vessels, which impairs the normal drainage of urine. Or that a torsion of the kidney along its vertical axis effects a faulty, too highly situated outflow of the ureter, causing again retention. I cannot adopt this opinion in all cases of my observations and even not in all those published. I was seldom convinced, from the different ureterograms, that the apparent kink was so effective as to produce dilatation or hypernephrosis, the catheter being in suclh cases often easily introduced over the site of the kink or the pelvis being injected without difficulty. During operation I often was not able to find the point of the obstruction nor to reconstruct the picture of the kink by turning and moving the kidney in different directions. Again in a number of cases .we cannot notice any obstacle nor any faulty direction in the entire course of the ureter, and yet an increnased capacity of the pelvis is detected. Do not such observations lead us to the conclusion of a functional disturbance of the expelling power of the pelvis muscle or a functional obstruction in the lower urinary passages? That suchi a supposition is not without justification can be demonstrated by a useful lmethod recommended some months ago by Perlmann and called "Dynamoscopy." The method is to fill the pelvis with a boric solution stained with indigo-carmin an(d to observe by a cystocope after the withdrawal of the ureteral catheter, the rhythm, energy and quickness of the efflux of the stained solution in the bladder. In using this method in several cases of movable kidney with hardly any enlargement of the pelvis and no signs of obstruction of any kind in the ureter, I could observe expulsion times prolonged five to seven times above the normal, which is 4 to 5 minutes. Such. functional disorders of the pelvis can also be demonstrated by a series of pyelograms or by pyeloscopy as practised with such success by Legueu. However I must admit that, perhaps for different reasons, I have until now not been successful in obtaining undoubted and satisfactory screen observations of the pelvis of a movable kidney.
These considerations and observations impress me with the belief that functional disturbance plays in nephroptosis a greater part in the etiology of dilatation of the pelvis and hydronephrosis than is perhaps appreciated. I dare say also that impaired staining of the urine after injection of indigo-carmin, the delayed appearance of it, the diminution of the specific gravity and the diminished excretion of urea, hbematuria, and even temporary anuria, observed by others and by myself, without any evidence of an organic kidney disease, may with all necessary restrictions be considered as a functional disorder in movable kidney.
From these functional disturbances to the disease is but one step. Retention leads to infection which very often complicates movable kidney. Pyelitis, pyonel)brosis, pyelonephritis are the gradual sequelk of bacterial invasion. Again, retention, alone or combined with infection, gives a predisposition to stone disease frequently met with in movable kidney. So much for the significance of functional troubles in the kidney itself. Even more convincing to my mind are the observations of all those functional abdominal symptoms with or without a pathological basis, which, if my thesis is admitted, find their etiological explanation also in the abnormal mobility of the kidney. These symptoms and the clinical picture are the same, perhaps sometimes only more pronounced, as those met with in the various pathological conditions of the abdominal cavity before mentioned.
As regards such abdominal complications, we find in almost all former articles on movable kidney the opinion that it exerts a mechanical pressure on the abdominal organs, explaining thus the various symptoms and signs. In all those cases in which a wrong interpretation of pains and spasms induced me to open the abdomen I have not once gained the conviction that pressure of a movable kidney on pylorus, duodenum, gastro-hepatic ligament, colon or cecum could have produced a DEC.-UROL. 2 * meebanical compression or kinking of these organs. This does not seem *even theoretically probable, when we remember how easily a movable kidney, not fixed by secondary adhesions, slips from under our fingers on pressure in palpation. But the proof of the absolute impossibility of an actual compression seems to be given by observations, which often can be made, that the kidney is so displaced excluding any mechanical contact with the organ, to which present symptoms and signs had to be attributed. For instance, in case of a downward displacement of the kidneycombined with jaundice and pylorospasm, or displacement towards the middle line and symptoms of appendicitis-where is the mechanical pressure ? Also these cases can be interpreted in no manner other than by the above-mentioned direct -reflex action from the normal or diseased movable kidney to the abdominal organs.
The laparotomies of which I spoke, performed upon a wrong diagnosis, showed me, however, that the kidney can influence reflexly also in a more indirect way the abdomen, by producing a further secondary source of reflex issue in a mechanical way. I found in most of these cases and also in others, where I opened the peritoneum intentionally, various bands and membranes of adhesions between duodenum, undersurface of the liver, gall-bladder, transverse and ascending colon, or rather more frequently between these organs and that part of the posterior parietal peritoneum which was constantly irritated by the up-and-down or lateral or medial movements of the kidney. In these cases I was particularly struck by the comparatively small degree of mobility combined with a marked severity of the symptoms. Perhaps this secondary source of irritation influenced the susceptibility of this region to stimuli and, added to the primary source situated in the motility of the kidney, contributed to the aggravation of the reflex impulse.
These are also in my experiences the cases which give a rather worse prognosis, because removal of the primary lesion is not sufficient, as this special secondary lesion cannot be with any certainty excluded for ever, adhesions forming so easily again and again. No wonder that in such cases nephropexy is not followed by a success or at least by a full success. Anyhow these severe cases need particular attention as regards secondary changes in the abdomen, and nephropexy often ought to be combined with opening and revision of the abdominal cavity.
I have tried to show how great a part the involuntary nervous system plays in forming the clinical picture of movable kidney. Considering that in it many or few or even only one of the possible sequel.% may be predominant, we can now understand what great difficulties are occasionally experienced in elucidating the true cause of the primary disturbance. Considering further that psychical effects may be the overwhelming part of apparent symptoms, we cannot be surprised that many such cases are identified with the so-called idiopathic neurasthenia or hysteria. Such facts must be known to us to gain the right diagnosis and to think of the necessity of palpating the kidney. This must be done both in the recumbent as well as in the upright position. The different evidence the standing posture gives as compared with the reclining may be seen from pyelograms, to be expressed by the distance of one and a half vertebra. I can add nothing tQ what is knvown as regards the etiology of movable kidney. It is mostly accepted as an acquired anomaly, due to many different factors. But it seems to me not without possibility that in some cases when a movable kidney is detected already in childhood, the supposition of a congenital conditionis justified. This leads me also to think that some nervous" children or some of the children who in ;early infancy have symptoms of severe and persistent pyelitis may be suffering from movable kidney.
The conclusions drawn from my study must be, that in spite of many opposite opinions on surgical treatment of movable kidney, nephropexy is a justifiable operation in any case in which there are any kind of symptom, and that nephropexy is the only treatment which can give lasting results. I do not beliQve in the efficiency of any kind of bandages or belts. Of course we must be aware that in all cases complicated by a vicious circle of symptoms formed by secondary changes in the kidney itself, in the abdominal organs, or in psychical or nervous centres, the prognosis as to the end result may be at least very doubtful. However; also in these cases, nephropexy, combined with the exact revision of the kidney and the abdominal cavity, and, if necessary, with the repair or removal of the diseased organ, ought to be attempted. With regard to such a possibility an early diagnosis and early treatment of movable kidney is of great importance. The technique of nephropexy must go along such general lines as to ensure a proper fixation of the kidney and a good drainage of the urine. Of all the methods recommended I perform most frequently through a lumbar incision suspension of the kidney around the last rib by a large flap cut out of the almost always thickened fascia, propria. To this I add sutures, closing both renal fascite from below upwards, thus giving a kind of support to the kidney. This is a combination of Vogel's and Klapp's method. Needless to say, I always add an exact exploration of the kidney, of the ureter, and, whenever necessary, of the abdominal organs. My results, as far as I have been able to trace them-having twice been forced to change the place of my practice-have been very satisfactory, although I must admit that a few cases were little or not at all relieved.
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Sir JOHN THOMSON-WALKER said it was somewhat difficult to discuss some of the obscure points in the paper, points which were, however, of extreme importance.
There was the question of the influence of the reflexes as a cause of the symptoms, as opposed to mechanical causes. He did not intend to follow Professor Jurasz into the question of visceral reflexes, but he would like to discuss a point not mentioned in the paper, namely, whether the symptoms associated with movable kidney ought to be considered alone, or whether other abdominal organs shared in the causation of these symptoms. The French school had always held strongly that movable kidney was only a part of a general visceroptosis. He (the speaker) did not go all the way with them in that belief, i.e., that general visceroptosis, was present in every case of movable kidney, but he felt sure, as a result of his experience, that there were few movable kidneys in which the mobility of the kidney was the only abnormal condition present; in addition, there were in many cases, changes in the position of the ascending colon, of the cEecum, and often of other organs too. Thus, it was important not to confine attention to the movable kidney. He thought many of the symptoms were not due to the kidney at all,. but were connected with the bowel, the kidney only participating in the general visceral derangement. The relation of the bowel condition to movable kidney had been fully discussed in this country. In this connexion he would mention the work of Sir Arbuthnot Lane, who, as early as twenty years ago, said that one of the factors in movable kidney was adhesion and dragging of the ascending colon and cecum on the kidney itself. Another observer was Mr. George Waugh, who had done much work on the ascending colon and cecum. It becantie a question whether, in dealing with movable kidney, one ought to deal with the kidney alone, or whether one ought not to include the intestine in any nephropexy operation.
Another point, which probably Professor Jurasz would find it difficult to explain, was why in some cases of movable kidney there were no symptoms at all. On the "reflex" idea, a kidney which moved all over the abdomen ought to give definite symptoms, but such was not the case. Some gave rise to very severe symptoms, while others, equally movable, caused no symptoms at all.
Professor Jurasz invoked a reflex or functional effect, either causing functional spasm, or inability to contract owing to paresis of muscle. But he (Sir John) thought there were other points. In many cases of movable kidney there was a good deal of bowel trouble. In these there were adhesions at the back of the colon, and he had frequently noticed in cases of movable kidney that there were adhesions behind the bowel which could easily kink the ureter. Unless there was some such change in movable kidney he did not think there would be a kink. In those cases he thought it was largely due to adhesions, not gross in degree, but definite.
The next point to discuss was, what were the cases to choose for operation? There was no operation more disastrous to the reputation of the surgeon than nephropexy, and the reason was that sufficient care had not been exercised in choosing the cases. He understood Professor Jurasz to say that in all cases which showed symptoms, operation should be performed, but he (the speaker) did not agree with that. In cases of movable kidney one should not operate on the kidney itself unless there were symptoms definitely pointing to it. If operation were restricted to such cases, the results would be good. The best way to choose cases for operation was to put the patient to bed for a fortnight. If during that time the symptoms were in abeyance, but were renewed when the patient was allowed to get up, then stitching up the kidney resulted in a cure. In another type of movable kidney, by putting the patient to bed for a time the symptoms were made worse. These were chiefly bowel cases, and were not improved by the performance of nephropexy.
He further suggested that if one was dealing with movable kidneys, more should be done in the matter of X-ray examination of the bowel before operation.
With regard to the form the operation should take, in fixing movable kidneys manly mistakes were made, such as:
(1) Not seeing that the kidney was really fixed by the operation. If it was merely slung up one could not expect to limit its movement. Solid fixation to the posterior abdominal wall should be secured.
(2) Surgeons were apt to put the kidney into the position which they considered normal. This was all right in a normal person, but these individuals were not normal; numbers of them were of the class in which there was what was called the " virginal" form of movable kidney. There was a long, narrow chest, and most of the viscera were rather low down. There was a liability to fix a kidney in a position where downward pressure was likely from liver and diaphragm. It was more important to make sure, in operating, that the kidney was fixed and that the ureter was not twisted, than to strain a point to get the kidney high up under the rib.
(3) When stripping the capsule, the anterior surface was stripped as well as the posterior.
This was not desirable, as the kidney should not be fixed to the bowel.
Would it not be wise, in cases in which the surgeon was somewhat uncertain as to the cause of the symptoms in a particular case, to consider colopexy at the same time as nephropexy ? If the bowel were dealt with at the same time as the kidney, the usefulness of nephropexy as an operation would probably be thereby extended.
Mr. HUGH LETT said that with regard to the selection of cases of movable kidney suitable for operation, he had been conservative. He did not operate unless there was definite evidence either of renal pain or of distortion of the kidney pelvis. If one operated on patients because they had general abdominal symptoms, particularly nervous symptoms the last state would probably be worse than the first.
Mr. R. H. JOCELYN SWAN agreed with Sir John Thomson-Walker that one must not regard the symptoms of movable kidney too much on the functional side. He ranged himself with those who considered that the renal displacement was part of a general enteroptosis. WVhen Professor Jurasz had spoken of abdominal cases in which adhesions were found on the under surface of the liver and about the duodenum and the ascending colon, and of the kinks which Sir Arbuthnot Lane had described, he (Mr. Swan) felt that this was simply an expression of a general enteroptosis, the kidney not being the only organ at fault. Often the symptoms were mixed and obscure, so that one was led to the question mentioned at the end of the paper, as to which cases ought to be subjected to nephropexy and which should be left alone, or have treatment for the general disturbance. He (the speaker) did not think that the adhesions described by Sir Arbuthnot Lane were altogether due to chronic constipation or to intestinal stasis; they were rather due to a general enteroptosis, including a nephroptosis.
Was one to attack the kidney directly and fix it, or should the kidney trouble be treated by remedying the abdominal condition generally ?
With regard to Sir John Thomson-Walker's remark that it did not much matter where the kidney was fixed, so long as it was fixed securely, his (the speaker's) view was that the kidney should be fixed as near as possible to its normal position. It had been his unfortunate experience to operate in cases which had already been surgically treated for movable kidney, and in which he had found the kidney lying obliquely, sewn along an oblique lumbar incision. In fixing movable kidney, if it could be slung round the last rib by a broad band of capsule taken from the posterior surface, that constituted a very efficient fixation operation; but the essential point in the operation for fixing movable kidney was thorough decapsulation of the posterior surface and removal of the fatty tissue. He himself fixed the lower pole of the kidney to the quadratus lumborum muscle.
Professor Jurasz had said that pyelitis was an important condition, and that the dilatation was secondary and due to reflex innervation of the renal pelvis. That was probably so in some cases, but it would not explain all cases of dilatation. In operating upon these cases, one frequently found points at which the ureter did not separate easily from the peri-urethral tissue, but was fixed there by adhesions. Those adhesions formed a potential source of back pressure, causing dilatation, and giving rise to many of the symptoms associated with movable kidney.
Mr. F. A. G. JEANS said, with regard to Sir Thomson-Walker's remark on the relationship of mobile kidney to the state of other abdominal organs, that whenever he (the speaker) had a case of movable kidney, he had an X-ray examination of stomach and colon also made, and if the motility of the kidney was part of a general visceroptosis, he did not operate upon the stomaeh, kidney, colon or any viscus. Of course the patient would have been previously examined by X-rays to ascertain whether stone was present. A certain number of cases of movable kidney were cured by fixing the kidney, but selection of appropriate cases for the operatioi-i was difficult. The cause of the condition was mechanical, and in almost all cases in which the procedure was efficacious, there was an aberrant renal artery, and possibly there were adventitious adhesions. Twenty years ago pyelitic kidneys were explored, and the kidney was brought out of the wound for the purpose of examination, a proceeding which probably tore the aberrant artery and so effected a cure in a certain number of cases, i.e., they were cured through sheer ignorance. Not only did Professor Jurasz operate on the right cases, but lie took much trouble in arriving at his diagnosis.
Mr. ZACHARY COPE said he had recently had an opportunity of discussing the results of the operation for movable kidney with Mr. Billington, of Birmingham, who had a greater experience of the operation than that of most surgeons. Mr. Billington performed a thorough operation, fixing both kidneys, removing the appendix, and inspecting the gall-bladder; a review of 250 consecutive cases was undertaken by an impartial critic, and it was found that in 43 per cent. of the cases the patients were perfectly well from eighteen months to six years after the operation. These results were very good, even if the amount of relief due to the removal of the appendix could not be accurately appraised.
He wotuld relate a personal reminiscence concerning his own right kidney, which had been mobile and had given rise to pain about twenty years ago. He wore a specially prescribed belt. After an acute attack of pain, a swelling was felt in the right iliac fossa and was presumed to be the misplaced kidney. An anesthetic was administered with the intention of reducing the supposed misplaced kidney, but when he awoke it was to find that a large rubber tube had been inserted into a large appendicular abscess! Since then he had not been troubled by his mobile kidney.
Dr. F. G. EDHOLM said that by measures short of operation, movable kidneys could be tightened up into a more or less normal position. The average case of the kind was much benefited by suitable exercises, the kind of exercise being largely a matter of common sense. He had had cases in which the condition had been restored to normal without trouble.
Mr. G. E. NELIGAN said that one knew the kind of person who had duodenal spasm and underwent operation for duodenal ulcer, no ulcer, however, being found. One also knew of cases of spasm of the sigmoid, such as, for instance, in overworked surgeons, who thought, in consequence, that they were suffering from carcinoma and who, after returning from a holiday, had no more symptoms. There was no reason why the pelvis of the kidney should not be the seat of a spasm causing pain. In a general hospital one saw many such cases, especially among visceroptotic women. The patients complained of right renal pain, but the pyelogram showed nothing wrong with the kidney or the ureter. Often the symptoms originated in some acute anxiety or mental trouble. Sometimes bands and adhesions were found which had been present without obvious inconvenience since birth. He would like to know how spasm of the pelvis of the kidney could be expected to be cured by fixing an otherwise normal kidney.
Mr. J. SWIFT JOLY (President) said that Mr. Neligan had very well put the point which had been occupying his (the President's) own mind. Professor Jurasz had, rightlyhe thought, attributed to spasm, dilatation or other physiological processes, the pain of movable kidney, yet in every case he advocated mechanical fixation of the kidney as a means of cure. He (the President) wondered whether by this fixation the surgeon was not doing more than he realized; in reducing the kinking was not one stripping the kidney of some of its important visceral nerves, and so altering reflex spasm?
Professor JURASZ (in reply) said that the subject was an old one, and he was aware that it was associated with a certain amount of disrepute. 'Too many kidneys had been subjected to the operation of fixing, and certainly some were badly fixed. In some cases, even if the diagnosis had been carefully arrived at, the operation ought not to have been performed. Spastic conditions, like those elsewhere, existed in the kidney. In some cases having a good outflow, an enlargement of the pelvis was discovered. During operation, adhesions might be found low down, but they did not-show in the pyelogram. The spasm explained many occurrences which otherwise were inexplicable. When pain and jaundice had existed a long time, one naturally thought of the gall-bladder, but on operating one found nothing abnormal in the abdomen except adhesions, and these not sufficient to cause obstruction. Salpingitis sometimes caused jaundice, but there was only slight obstruction and no disease in the tubes. Many of the cases could only be explained by reflex action, such as was familiar in the abdomen to all operators. In a child with appendicitis the pain was often referred to the stomach. Therefore functional disorder could not be left out of account in connexion with this subject; even when kinks were present, some of the symptoms were due to spasm. Of coursehe did not contend that all the symptoms of movable kidney were due to functional disorder.
He agreed that it was difficult to select cases suitable for operation. During thirteen years' practice, in which many patientshad passedthrough hishands, he had only operated on fifty-eight cases of mobile kidney. For examDle, a physician had asked him to operate on a patient for appendicitis. On opening the abdomen, there was no trace of appendicitis, but the speaker found a movable kidney, and told the physician that this was the cause of the symptoms. The kidney was fixed, and the patient was relieved of all symptoms.
He agreed that a movable colon had much to do with some cases of movable kidtiey, as the colon dragged on the kidney. In doing nephropexy it was important to free any constricting tissue, so as to make the kidney even more mnovable; then one could perform the slinging with greater certainty of success. He believed that many cases of spasm developed into organic trouble later, such as stasis, ectasia and stone formation. There were persons whe responded readily to all stimuli, physical and psychical, and these individuals were very liable to spasm. He thought functional disorders ought to be taken more into consideration with regard to such conditions as movable kidney. The mere motility of the organ was a stimulus for various contractions. Perhaps with the wider view that he had suggested, the performance of nephropexy might have its reputation restored.
